Background: To assess over the past year the sexuality of male patients with spinal-cord injury (SCI) over 50 years of age with spinal lesions of at least 20 years. Methods: Subjects were stratified in two groups: 44 individuals under 60 years and 55 individuals over 60 years. A detailed sexual anamnesis was taken for all, and the SF-36 Health Survey questionnaire was completed, with questions 13 and 14 concerning overall sexual life answered through the International Index of Erectile Function. Results: The younger group reached a median score of þ 50 for each domain of the SF-36; however, the differences between the two groups are not statistically relevant. The physical domain of the SF-36 showed a median score of 43.2 for the younger versus 41.1 for the older, whereas the mental domain showed 44.8 and 43.1, respectively. In the first group, 29/44 (65.9) individuals claimed erectile dysfunction versus 43/55 (78.1%) in the second, whereas 34/44 (77.2%) of the first group reported having sexual intercourse versus 13/55 (23.6%) with Po0.01 (w 2 test). In the 2nd, 29/55 (52.7%) individuals reported physical intimacy without sexual intercourse. For each group, the overall sexual satisfaction is statistically correlated to the duration of the relationship (linear progression test Po0.05).
Introduction
Spinal-cord injury (SCI) is an important cause of disability, which affects all aspects of a patient's life including sexuality. It may cause serious problems to quality of life, selfperception and life satisfaction of the patients. Sexuality is an important component of emotional and physical intimacy that men and women experience through their lives. As we age, we change. Such re-evaluation goes on for everyone, non-disabled and disabled alike. These adjustment concern sexual relationships and functioning. Menter has developed a model of aging that predicts functional decline of the individual with the duration of SCI. This model consists of the following three phases: acute restoration, maintenance and decline. 1 Decline occurs as a result of degenerative effects of overuse syndromes and the physiologic aging process, in which an individual has to start modifying how they live using additional equipment and attendant care and reduce activity. A number of studies have validated the presence of this functional decline, which may begin as early as 10-15 years after injury or as late as 20 years after injury, depending on the unique set of circumstances. 2, 3 The prevalence of sexual dysfunction increases as men and women age; about 40-45% of adult women and 20-30% of adult men have at least one manifest sexual dysfunction. 4 In people with SCIs, the median percentage of sexual dysfunction is higher compared with the general population of the same age; in fact, a vast majority of men with both complete and incomplete SCI require treatment for erectile impairment. 5 At this time, there is not much available data focused on the sexual life of SCI patients over 50 years of age with long-term lesions, although literature reports that about 60% of the elderly population expresses an interest in maintaining sexual activity. 6 Overall life expectancies for subjects with SCI is continuing to increase, and in the last two decades, tremendous advances have been made in improving the quality of life for these individuals through new and better treatments in particular for erectile dysfunction. 7, 8 Moreover, studies demonstrate that the presence of a supportive partner represents a determinant factor in whether someone with SCI will find sex satisfying. 9 At the same time, Western societies have witnessed a tremendous cultural and social transformation in sexuality, a process Sigusch refers to as 'the neosexual revolution', meaning that people with chronic pathologies can achieve a good quality of life only if they have a satisfactory sexual life as well. 10 The aim of this study is to elicit specific information about sexual life from men over 50 with SCI of 20 years or more to determine valid strategies, both preventive and restorative for having a long-lasting and satisfactory sexual life.
Methods
Through our database, we identified 110 male subjects aged over 50 who had an SCI of at least 20 years at the moment of the inclusion of the study. All patients were in a long-term follow-up in our Spinal Unit concerning spasticity/pain, skin care, bowel management and bladder and sexual function. Ninety-nine participants were included. Patients were divided into two groups according to age: the first group contained 44 individuals aged under 60 and the second group contained 55 subjects aged over 60. Median ages were 54.6 (range 52-58) and 66.4 (range 61-77), respectively. During the visit, all patients answered questions about their sexuality including questions 13 and 14 of International Index of Erectile Function (IIEF) composed of 15 questions concerning overall sexual satisfaction. In addition, they filled out the SF-36 Health Survey using the 0-100 scores providing information on health-related quality of life.
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Data were collected from personal interviews conducted by SCI physicians in our hospital, including demographics. Audio taping and field notes were utilized to gather data. Exclusion criteria: subjects who did not have a partner or did not answer all the questions on sexuality, and individuals who responded to less than half of the items on each SF-36 scale. Moreover, subjects with congenital spinal cord malformations were excluded. The investigators used consensus validation to complete data analysis, and all research findings were reviewed by the study participants for validation. In the statistical study of the data, we consider only those values with Po0.05 as significant.
Results
Overall, 110 potential subjects were detected in our database: three had died, two due to cardiovascular related problems and one due to bladder cancer. 12 Four did not have a partner at the start of the study, two of them were widowers in the older group. Furthermore, four patients were not interested and refused participation. Ninety-nine individuals completed the study.
Details of injury
The two groups were quite homogenous with reference to the American Spinal Injury Association/International Medical Society of Paraplegia 13 (see Table 1 ).
Demographics data
In Table 2 , the degree of instruction and the occupational status of each group were reported. The only item with a large difference in percentage between the two groups concerns disability pension. In the younger group, the subjects who received a pension were 34.1% versus 52.7% in the older group.
SF-36 Health Survey
In the younger group, the median score for all domains was over 50.
The median differences with the older group concern vitality, physical and social functioning, but it is not clinically relevant (see Figure 1) . The same is true for the median SF-36 summary scores on physical and mental domains. In fact, on the physical score, patients aged under 60 had a median score of 43.29 compared with 41.01 for the subjects aged over 60, whereas on the mental domain, the younger group obtained a median score of 48.6 versus 43.06 for the older group.
Evaluation of sexuality
Risk factors for sexuality Twenty-four out of 55 SCI patients (43.6%) in the older group versus 15 out of 44 (34%) in the younger showed at No statistically significant difference between the two groups was detected.
Sexuality of SCI patients over 50 years of age G Lombardi et al least one risk factor. Twelve older subjects (50%) showed concomitant risks versus 7 in the younger group (46.6%). Of 15 subjects in the older group who suffered from chronic high blood pressure, 7 (46.6%) were using two different drugs for hypertension compared with 2 out of 7 (28.5%) in the younger group. Two patients in the older group were under pharmacological treatmentFone for atrial fibrillation and the other for atherosclerosisFcompared with 1 patient in the younger group under therapy for deep venous thrombosis. In the older group, three subjects were using sedatives and three others were using antidepressants for minor depression, whereas in the younger group, two were taking oral anti-anxiety and two antidepressants for minor depression. All smokers in both groups were chronic smokers (more than 3 years) and smoked at least 10 cigarettes a day. Table 3 reports the risk factors presented in both groups.
Relevant data on sexual function
The most relevant difference between the two groups was that 77.2% in first group compared with 23.6% in the older group have had sexual intercourse in the last year with Po0.01 using w 2 test. Main data on sexuality of both groups are shown in Table 4 . In Table 5 , the reasons for a lack of sexual intercourse are reported.
Overall sexual satisfaction
All individuals in each group were divided into four groups according to the duration of their relationships: (A) 0-5 years, (B) 5-10 years, (C) 10-15 years, and (D) more than 15 years (see Table 6 ).
By means of IIEF questions 13 and 14, overall sexual satisfaction in each group was statistically correlated to the time of relationship (linear progression test) Po005 (see Figure 2) . Particularly in the older group, 26 out of 29 patients who voluntarily preferred sexual intimacy without sexual intercourse were in the D class.
Conclusion
Fifty years ago, people who had an SCI had very limited life expectancies. Today, these individuals can expect to live into their 70s and beyond, and in most cases with a good quality of life.
14 Through the SF-36 Health Survey summary scores, we showed that the median differences between the two Figure 1 The median score of the eight domains of the SF 36 Health Survey of the two groups is reported. No statistically significant difference between the two groups was found. BM, bladder management; ED, erectile dysfunction; FI, faecal incontinence; SD, sexual dysfunction; SI, sexual intercourse. The statistically significant difference between the two groups concerns physical intimacy without SI using w 2 test, Po0.01 is in bold. For the older group, it was more desirable to build the couples' relationship with physical contact such as caressing and not focus on sexual intercourse. a Lack of affection within the couple.
groups were not clinically relevant. The median quality of life in the older was good as well. With regard to vitality and physical and social functioning, the differences reported may be explained by the fact that most older patients had disability pensions and did not participate in part-time social work, resulting in more difficult interpersonal relationships. The presence of sexual dysfunctions is remarkable in both groups, and the higher percentage in the older group, although the increase was moderate, can be explained by more risk factors on erectile function, representing the natural course of the ageing process. Sexuality and affectivity constitute a complex phenomenon involving many spheres: biological, psychological and social, so it is not simply the act of sex. 15, 16 Sexuality is important for adults with SCI , but their interests and sexual needs are variable. In fact, sexual intercourse is fundamental only for most of the subjects in the first group who more readily use specific chronic pharmacological treatments for improving their erectile function, whereas for individuals aged over 60, emotional affection is determinant for satisfactory sexuality, and most of these individuals declined appropriate pharmacological treatments to achieve valid sexual intercourse. For ageing couples to maintain mature sexual relations, it is more desirable to build the couples' relationship with physical contact through caresses and not focusing on sexual intercourse. A long relationship encourages the couple to explore and evolve other methods of intimacy. A longlasting relationship with a partner represents a determinant factor in reaching a satisfactory sexual life as reported by other authors. 17 In the older group, the partners' sexual dysfunctions and male functional bladder/bowel concerns represent possible obstacles to engaging in sexual intercourse. 18 Concerning male SCI patients, another possible intervention is for the physician to inform patients of harmful life-style risks such as chronic smoking, which represents a negative factor on erectile function. Moreover, possible medical intervention can resolve erectile dysfunction that does not respond to pharmacological treatments; in our sample, 9% overall do not have sexual intercourse due to inefficacy of drugs. Hence, ageing with SCI is not something to be taken lightly, and neither is their sexuality. More research needs to be pursued in a manner that encompasses all aspects of sexual life; the fact that, in many societies, the continuance of sexuality during ageing is accepted, and in other societies sexuality is limited with ageing, suggests that cultural as well as biological factors may be key determinants in sexual behaviour in the later part of life. 19, 20 To best deal with the multiple issues of the aging process, an individual with SCI needs to be cared for through an SCI system that is familiar with the ageing process and has the appropriate surveillance methodology, educational resources and interventions with regard to sexuality as well. Physicians should reserve particular attention for older individuals because for most of them erectile function intervention may not be required or needed as it does not represent the main focus of their sexuality. Figure 2 For each group, overall sexual satisfaction was statistically correlated with the duration of their relationship using linear regression test. In patients aged under 60, Po0.01, whereas in the older group, Po0.05.
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